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Introduction 
The infrarenal aorta does not usually have important 
arterial branches which have to be reimplanted during 
aortic surgery. Only when both hypogastric arteries are 
occluded may it be considered necessary toreimplant a 
patent inferior mesenteric artery in order to prevent 
colonic ischaemia. Accessory renal arteries hould also 
be reattached tothe aortic graft o prevent renovascular 
hypertension. All other aortic branches, like lumbar 
arteries, can be oversewn. 
Normally, the coeliac trunk and the superior ues- 
enteric artery and all the collaterals between these two 
systems, combined with the collateral system from the 
inferior mesenteric artery and/or hypogastric arteries 
are sufficient o preserve intestinal viability. 1'2 We re- 
port a patient, undergoing repair of an asymptomatic 
infrarenal aortic aneurysm, who had an ileocolic artery 
as a separate dominant arterial branch from the aorta. 
This anatomical variation has not been reported be- 
fore. 1-3 
Case Report 
A 75-year-old man was admitted to the department 
of vascular surgery with an asymptomatic 6.5 cm aortic 
aneurysm, which was detected on a CT-scan of the 
abdomen. This scan was made for staging a prostatic 
carcinoma, which was cured by radiotherapy. On the 
CT-scan it was seen that, apart from the coeliac trunk 
and the superior mesenteric artery, there was a major 
ventral branch of the distal aorta (Fig. 1). 
Through a midline laparotomy the aneurysm was 
opened and replaced by an aortobiiliac prosthesis. The 
inferior mesenteric artery was oversewn. Proximal 
from this artery and distal to the renal arteries there 
was a major aortic branch running to the mesentery 
of the small intestine. The superior mesenteric artery 
could be identified separately. This branch was im- 
planted in the aortic prosthesis. The postoperative 
course was uneventful and the patient was discharged 
home after 10 days of admission. Postoperative angio- 
graphy showed that this arterial branch was the ile- 
ocolic artery (Fig. 2) Because the superior mesenteric 
artery had a small calibre, this ileocolic artery was the 
dominant artery to the small and large intestine. 
Discussion 
Abdominal aortic surgery can be complicated by co- 
lonic ischaemia. Usually this complication is associated 
with hypotension, blood loss and low perioperative 
terfiperature. 4 Inferior mesenteric artery occlusion and 
other anatomical variations are not considered as main 
factors in this entity. However, oversaving of this 
abnormal aortic branch would have resulted in in- 
evitable intestinal ischaemia s the middle and right 
colic artery and the arcade of Drummond originated 
from it (Fig. 1). 
In the literature the ileocolic artery is considered to 
be a constant tributary leaving the right side of the 
superior mesenteric artery. 5 There are no publications 
describing this artery as a separate branch from the 
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Fig. 2. Postoperative angiography showing the ileocolic artery, the 
right colonic artery and the middle colonic artery with the arcade 
of Drummond. 
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